The Promotion of Safety and Quality in Fall Prevention by Mercado, Sheila J
Walden University 
ScholarWorks 
Walden Dissertations and Doctoral Studies Walden Dissertations and Doctoral Studies Collection 
2020 
The Promotion of Safety and Quality in Fall Prevention 
Sheila J. Mercado 
Walden University 
Follow this and additional works at: https://scholarworks.waldenu.edu/dissertations 
 Part of the Nursing Commons 
This Dissertation is brought to you for free and open access by the Walden Dissertations and Doctoral Studies 
Collection at ScholarWorks. It has been accepted for inclusion in Walden Dissertations and Doctoral Studies by an 
authorized administrator of ScholarWorks. For more information, please contact ScholarWorks@waldenu.edu. 
Walden University 
 
 
 
College of Health Sciences 
 
 
 
 
This is to certify that the doctoral study by 
 
 
Sheila Mercado 
 
 
has been found to be complete and satisfactory in all respects,  
and that any and all revisions required by  
the review committee have been made. 
 
 
Review Committee 
Dr. Margaret Harvey, Committee Chairperson, Nursing Faculty 
Dr. Casey Cole, Committee Member, Nursing Faculty 
Dr. Jonas Nguh, University Reviewer, Nursing Faculty 
 
 
 
 
Chief Academic Officer and Provost 
Sue Subocz, Ph.D. 
 
 
 
Walden University 
2020 
 
 
 
 
 
 
Abstract 
The Promotion of Safety and Quality in Fall Prevention  
by 
Sheila J. Mercado Morales 
 
MS, Antillean Adventist University, 2017 
BS, University of Puerto Rico – Mayagüez Campus, 2004 
 
 
Project Submitted in Partial Fulfillment 
of the Requirements for the Degree of 
Doctor of Nursing Practice 
 
 
Walden University 
August 2020 
 
 
 
 
 
 
 
Abstract 
Falls in a hospital setting are considered one of the most frequent, preventable adverse 
events that need to be addressed through the creation of safer environments. Nurses play 
a key element in the prevention and management of injuries related to falls. The focus 
question for this quality improvement initiative (QII) was whether an evidence-based QII 
program could reduce falls in the inpatient population. The objective of the project was to 
improve the practices related to fall prevention to reduce the number of inpatients falls. 
The change model of Kotter and the Preventing Falls in Hospitals: A Toolkit for 
Improving Quality of Care were used to implement the QII. The prevalence of falls from 
1 month before the start of the project was compared to 1 month after the implementation 
of the falls program. The nurses were taught about the evidence-based interventions, the 
intentional hourly rounds, and the patients’ educations as well as administered the Fall 
Knowledge Test (Tool 2E) pre- and postimplementation. The interventions were 
implemented and the findings of the prevalence 3 months later show a significant 
decrease in the number of falls with 0 cases reported in November and December. 
Compared to the previous analysis, 53% (n = 8) of nurses recognized that meeting 
patients’ toileting needs decreases the risk for falls versus the pre-implementation result 
of 0% recognizing this action. The findings reinforce that a change in staff awareness was 
achieved, and the decrease in the incidence of falls reinforces the effectiveness of 
intentional hourly rounds and patient education. The results of this project may influence 
nursing administrators and other leaders to increase the application of fall prevention 
policies. The findings of this project promote a positive social change because the falls 
were reduced through the implementation of evidence-based interventions.   
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Section 1: Nature of the Project 
Introduction  
Falls in a hospital setting are considered one of the most frequent, healthcare-
related adverse events. Annually, in the United States, between 700,000 and 1,000,000 
people fall in hospitals (Agency for Healthcare Research and Quality [AHRQ], 2013). 
The Joint Commission (TJC; 2015) also reported that an approximately 30%– 50% of 
these patients have serious injuries. In 2008, the Centers for Medicare and Medicaid 
Services (CMS; 2018) classified the falls as hospital-acquired conditions and as 
completely preventable events; therefore, costs related to them are not covered. During 
2015, the medical costs attributable to fatal and nonfatal falls in the U.S. population aged 
65 years old or older was estimated at approximately $50 billion (Florence et al., 2018). 
Falls can result in fractures, reduced quality of life, loss of autonomy, confusion, 
immobilization, depression, and restrictions in daily activities (Nyman, Ballinger, 
Phillips, & Newton, 2013; Parry, Finch, & Deary, 2013).   
Although different alternatives, approaches, and programs have been developed to 
reduce the incidence of falls, the number of cases in general has not been reduced. The 
data provided by different agencies, research, and resources have shown the need for a 
greater focus on falls by nursing staff and an improvement in surveillance systems to 
prevent and/or reduce the number of falls in the hospital environment (Quigley, 2015a). 
Nurses are fundamental in the care of patients and are the ones who perform the initial 
assessment of falls and injuries (Quigley, 2015b). Garrard et al. (2016) also reported that 
nurses play a key role in the prevention and treatment of injuries related to falling. 
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Kilpatrick (2017) stated that the prevention of falls is collaborative and multidisciplinary 
work and through the use of a proactive approach, a reduction in falls rate is possible to 
achieve. Fernández-Abinader, González-Colón, Feliciano, and Mosquera-Soler (2017) 
pointed out that in Puerto Rico it is necessary to develop programs, systems, and 
prevention structures that are multifaceted and backed by local and national reforms and 
policies.  
Considering that falls are a global health concern, the World Health Organization 
(WHO; 2018) recommended the creation of safer environments and emphasized the need 
of effective policies to manage the problem. In order to improve the quality of nursing 
care and promote safer environments, this Doctor of Nursing Practice (DNP) project was 
a quality improvement initiative (QII). The goal was to improve the practices related to 
the prevention of falls of older adult inpatients in the selected organization. With the 
development of the project, I expected an increase in the awareness of the nursing staff 
through the promotion of safer environments. One action that helps reduce falls is hourly 
rounds (Hicks, 2015; Hutchings, Ward, & Bloodworth, 2013; Nuckols et al., 2017). 
Therefore, as a focus of the initiatives implemented in this project, I expected to increase 
the number of nursing rounds. Another measure that was expected to be implemented 
was the constant education provided to the patient and/or caregiver to reinforce their 
knowledge of the measures that help reduce falls and the importance of asking for help 
from the nursing staff. Fall prevention programs that influence patient education are 
effective and will help to reduce falls incidents (Lee, Pritchard, McDermott, & Haines, 
2014). 
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Problem Statement 
The concept of fall is defined by the WHO (2018) “as an event that results in a 
person resting inadvertently on the floor or on the ground or another lower level” (para. 
1). This event can cause complications for inpatients, increase their medical costs, and 
prolong their stay in the hospital (Donna et al., 2017). According to Deandrea et al. 
(2013), most falls do not cause death, but between 5% to 10% percent result in serious 
injuries and are the cause of two thirds of death by injuries. The TJC (2015) reported that 
a 30%– 50% of patients who fall may be severely injured. The Summary Data of Sentinel 
Events Reviewed by TJC (2018) indicated that in 2017, falls represented 14% (n = 114) 
of the 805 sentinel events reported by U.S. hospitals.  
Currently, in Puerto Rico, the statistics provided by the Department of Health 
(2016) show a natural negative growth and an increase in the elderly population (Perreira, 
Lallemand, Napoles, & Zuckerman, 2017). This fact established the urgency to study the 
needs of this population and to work with measures that guarantee safer environments 
with profitable interventions. According to Perreira et al. (2017), it is necessary to 
increase investments in prevention programs related to falls in the healthcare scenario in 
Puerto Rico. Moreover, a research study conducted at the Medical Center of Puerto Rico 
found that falls are one of the most common causes of traumatic brain injury in this 
population and that rates of morbidity and mortality oscillate from 6% to 18% 
(Fernández-Abinader et al., 2017). In Puerto Rico, falls are one of the most common 
unintentional injuries, and 21% of the falls involved people 65 years old or older 
(Pascual-Marrero et al., 2018). 
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Given that falls are a global event, it is necessary to address them by creating 
safer environments for the patients. This environment should seek to reduce risk factors 
and rates by the modification of those elements that contribute to the increase in the 
incidence of falls (WHO, 2018). The need for fall prevention measures is imperative; 
therefore, some agencies have created measures and recommendations to help reduce 
these in different settings and populations, including the CMS, the AHRQ, the National 
Center for Patient Safety, and the Institute for Healthcare Improvement. Even when 
different alternatives, approaches, and programs have been developed to reduce the 
numbers of falls, the incidence has not been decreased.  
As healthcare professionals, the nursing staff must function as leaders and pursue 
actions to provide quality care to the patient. Nurses play a fundamental role in the 
healthcare scenario and act as a key element in the prevention and management of 
injuries related to falls (Garrard et al., 2016; Hicks, 2015; Quigley, 2015b). With the QII 
developed for this project, I aimed to identify the factors that contribute to the incidence 
of falls; improve health practices through evidence-based interventions; and eventually 
help to reduce falls of inpatients, especially the older adult population. This doctoral 
project is important to the field of nursing because it sought to improve the awareness of 
nurses about the need and value of safer environments to older adult inpatient population 
and their education related to the prevention of falls.  
Purpose Statement 
One of the main goals of nursing practice is to provide safer environments for 
patients and promote health behaviors in inpatients that decrease their stay in the hospital. 
  
5 
Unfortunately, although several agencies have worked collaboratively to reduce the 
incidence of falls, statistics show that there has not been a significant drop (Donna et al., 
2017). This issue represents a serious problem for the patient because it increases their 
stay in the hospital and can result in serious complications to them (Hicks, 2015; TJC, 
2015). Another problem represented by falls is that they tend to increase costs per patient 
for the institution and can lower its service quality indexes. For nursing practice, falls are 
a serious problem since a main function of this discipline is to provide patient safety 
(Quigley & White, 2013). Evidence-based interventions can contribute significantly to 
reducing falls and improving nursing practices (Quigley & White, 2013); therefore, it was 
imperative to create a sense of urgency and awareness in the nursing staff to implement 
interventions that promote patient safety and their engagement in evidence-based 
practices. 
Nurses play a key role in the prevention of falls and have the opportunity to 
promote interventions that improve the outcomes and assist the patient during their 
hospital stay (Garrard et al., 2016). The objective of this DNP QII project was to improve 
the practices related to the prevention of falls in the selected organization. The aim of the 
QII was to identify those factors that contribute to the incidence of falls in the hospital 
setting, improve health practices through evidence-based interventions, and eventually 
help reduce falls in older adult inpatients. The focus question for this QII project was: 
Can an evidence-based intervention program reduce falls in the inpatient population?  
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Nature of the Doctoral Project 
My objective with this DNP project was a QII that would improve the practices 
related to the prevention of falls in the selected organization. Moreover, the objective was 
to increase the awareness of the nursing staff through education on methods that promote 
safer environments for the patient.  
The first step was to obtain information on the effectiveness of current 
interventions through the examination, analysis, and synthesis of data related to the 
prevalence of falls. I also analyzed the protocol used to address the current practices of 
the prevention of falls in the institution. As an indicator of project effectiveness, I 
compared the prevalence of falls from 1 month before the start of the project to 1 month 
after the implementation of the falls program. The next step was to determine the 
knowledge of the nursing staff related to universal measures of falls prevention. The Fall 
Knowledge Test (Tool 2E) of Preventing Falls in Hospitals: A Toolkit for Improving 
Quality of Care (AHRQ, 2013) was used to assess the nursing knowledge. Once 
identified, the areas of deficiency in nursing and the factors that mainly influence the falls 
of the older adult population in the selected hospital and the initiatives to improve quality 
were launched.  
I first reported the findings and recommendations to the organizational leaders or 
stakeholders (i.e., the nursing director, general supervisor, shift supervisor, and team 
leader). As part of the initiatives, I expected the number of nursing rounds to increase. 
Hourly rounds are interventions that help reduce the incidence of falls (Hicks, 2015, 
Hutchings et al., 2013, Nuckols et al., 2017). Another measure that was implemented was 
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patient and caregiver education through constantly reinforcing their knowledge related to 
measures that help reduce falls and the importance of asking for help from the nursing 
staff. Fall prevention programs that influence patient education are effective and help 
reduce falls (Lee et al., 2014).  
As a framework for the project, I used the Kotter model of change (i.e., eight 
steps to accelerate change), and all interventions were based on the evidence. 
Additionally, Preventing Falls in Hospitals: A Toolkit for Improving Quality of Care 
(AHRQ, 2013) was used. Once the project was completed, final recommendations were 
established to improve the effectiveness of the quality improvement plan. The QII will be 
disseminated in the benefit of older adult inpatient populations and to other hospitals in 
the area. 
This doctoral project has the potential to effectively address the gap in practice for 
a variety of reasons. First, the QII used the Preventing Falls in Hospitals: A Toolkit for 
Improving Quality of Care as a guide, in which interventions are evidence-based and 
have been implemented successfully in several hospital institutions across the United 
States (AHRQ, 2013). The nursing staff plays a fundamental role in the prevention of 
falls and they are the ones who must provide mainly a safe environment for the patient 
(Garrard et al., 2016; Quigley, 2015b). For this reason, I developed the initiative to 
promote actions that are directly executed by nurses, such as the hourly rounds for 
patients. During this round, the nursing staff must educate the patient and their family, 
ensure a safe environment, and reassess the patient’s condition. Several investigations 
related to falls prevention suggest the effectiveness of the hourly rounds (Hicks, 2015; 
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Hutchings et al., 2013; Nuckols et al., 2017) and about the education provided to the 
patient and their caregiver (Lee et al., 2014). QIIs are a collaborative and 
multidisciplinary work, and according to Kilpatrick (2017), this type of focus would help 
to significantly reduce the number of falls. 
Significance 
An improvement in quality and safety in hospital environments requires the 
participation of all employees and the patient to be successful. Quality improvements aim 
to improve health practices and provide quality care to patients (Joshi et al., 2014). For 
this QII project, the participation of hospital staff as an interested party was important. 
The participation of the different stakeholders that belong to the institutions do not only 
help to carry out the QII but also guarantee its commitment to offer high-quality health 
services and provide the patient with a safe environment.  
One of the group of stakeholders I used as a resource for the QII were the senior 
managers of the hospital. According to Davis et al. (2014), the senior managers empower 
the staff to achieve the changes and be creative during the process of implementation of 
change. The director of nursing was also used as a resource since she knows all the 
processes and protocols performed by the nursing staff. The Quality Committee was 
another important resource since they work directly with various activities aimed at 
improving the quality of services and implementing planned measures. Another 
stakeholder that was expected to be of use was the nursing staff. The role of nurses is 
essential to provide a safe environment for the patient and quality services since they are 
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the ones that provide daily services to the patient and know the needs and deficiencies 
that affect the care.  
One of the essential objectives of carrying out doctoral projects is to integrate 
critical thinking and evidence-based interventions to improve patient outcomes 
(American Association of Critical Care Nurses [AACN], 2006, p. 17). The use of planned 
interventions and the development of evidence-based projects provide high-quality 
actions that help improve nursing practices and contribute to the body of knowledge of 
the profession (AACN, 2006). According to Conn (2014), doctoral students can observe 
phenomena from a different perspective that provides new thought patterns. The 
application of evidence-based practice also helps to improve established nursing practices 
to determine those areas that require more attention and to reduce the gap between 
research and daily practice (Terry, 2015). Achieving the objectives of the QII project 
leads to the improvement of nursing performance, which contributes towards improving 
the standard of quality in practice. Moreover, the use of a model designed with evidence-
based interventions that have been previously and successfully used contributes to 
improving nursing performance and providing quality care.  
This QII could be implemented in other units in the institution, then disseminated 
to other hospitals. Because the initiative should eventually help reduce the costs 
associated with hospital falls, it should be disseminated to other hospitals. The QII could 
be disseminated to other similar practice areas because it addresses a current and global 
problem.  
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A positive social change is defined as those actions that modify or transform 
aspects of a society, according to its evolution and the historical moment in which it is 
found (Bilali, R., Vollhardt, J. R., & Rarick, 2017). Being able to identify the needs of a 
population and use evidence-based interventions to solve an issue will generate a culture 
of change that results in benefits for the patient. A well-founded project to improve the 
quality of the service offered is an invaluable tool to achieve positive changes and 
improve patient outcomes. As healthcare professionals, the nursing staff must remain 
active in their education as new discoveries, protocols, medications, treatments, and 
actions with which to provide quality care to the patient arise. Achieving success with 
this QII will contribute to improving the quality of patient care, could help reducing the 
costs associated with falls, and will promote a culture of safety. Currently, in Puerto Rico, 
the older adult population has been increasing, with a higher number reported in the 
western area (Department of Health, 2016); therefore, it is necessary to start raising 
awareness of the services needed for this population and promoting services tempered to 
their own needs. This project should help to promote a positive social change by 
improving the care of older adult patients.  
Summary 
In this section, I introduced the problem, the nature of the DNP doctoral project, 
and the potential positive social change implications of the doctoral project. The problem 
and how the QII would address it and the significance to the nursing practice were 
clarified. Finally, the impact of the project on nursing practice and its potential 
implications for positive social change were explained.  
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In summary, with this QII I aimed to identify factors that contribute to the 
incidence of falls; improve health practices through evidence-based interventions; and 
contribute to reducing the falls of inpatients, especially the older adult population. This 
initiative not only integrated evidence-based interventions, but it also promotes a 
collaborative and multidisciplinary work environment, which significantly helps reduce 
the number of falls. In the next section, I will explain the model that guided the project 
and the impact of the initiative on the nursing discipline.   
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Section 2: Background and Context 
Introduction 
Falls in the hospital setting are one of the most frequent, healthcare-related 
adverse events that need to be addressed with the creation of safer environments for 
patients. Although a variety of healthcare-related agencies have tried to reduce falls with 
the development of different alternatives, approaches, and programs, the incidence has 
not been reduced. According to Quigley (2015a), the data provided by different agencies, 
research, and resources show the need for a greater focus on falls by nurses to prevent 
and/or reduce falls in the hospital environment. Given that nurses play a key role in the 
prevention of falls (Garrard et al., 2016; Hicks, 2015; Quigley, 2015b), the aim of this 
QII was to identify those factors that contribute to the incidence of falls in the hospital 
setting, improve practices of health through evidence-based interventions, and eventually 
help reduce the falls of older adult inpatients. The focus question for this QII project was: 
Can an evidence-based intervention program reduce falls in the inpatient population?  
In this section, I describe the model that directed this project and the guide that 
was used to direct the evidence-based practices in the QII. Additionally, the relevance of 
the project for nursing practice is discussed. The local background and the context of the 
problem are also explained. Finally, I discuss my role as the DNP student and the roles of 
the project team. 
Concepts, Models, and Theories 
The main goal of this QII was to generate an operational change that results in a 
decrease in the incidence of falls of older adult inpatients and increases the awareness of 
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nursing staff. Falls are a latent problem that result in a series of complications at a 
personal and institutional level, so it was necessary to reduce them. A series of changes 
and the implementation of evidence-based interventions were required to achieve this 
goal. According to Longenecker and Longenecker (2014), the successful implementation 
of changes in the health industry is necessary; otherwise, it can lead to financial losses. 
Given the importance of implementing interventions adequately and successfully, the 
model I used to guide this project was the change model of Kotter (2018). The model is 
useful in planning, implementing, and sustaining the change throughout eight steps. The 
use of this model is increasing in healthcare because it is easy to follow and provides 
structured guidance when attempting a practice change in a healthcare setting (Small et 
al., 2016).  
As a guide for the evidence-based interventions, I used the Preventing Falls in 
Hospitals: A Toolkit for Improving Quality of Care (AHRQ, 2013). This evidence-based 
toolkit is focused specifically on the inpatient population and promotes sustainable 
changes (AHRQ, 2013). The toolkit also provides tools to monitor and evaluate 
structures, processes, and outcomes in the institution while implementing a fall 
prevention program (Quigley & White, 2013).  
Kotter’s (2018) change model is an eight-step process that includes the following 
stages: 
1. Create urgency to overcome complacency, 
2. Build a team of leaders and managers to drive the change,  
3. Create an effective vision and strategy,  
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4. Tell everyone about the change vision,  
5. Empower employees to apply the vision to work,  
6. Present short-term benchmarks and wins, 
7. Keep the momentum of change with more changes, and  
8. Cultivate a culture of change.  
This model is mostly used in business and industry, but its use is increasing in healthcare 
setting (Thomas & Galla, 2013). According to Small et al. (2016), the model is 
systematic, adaptable to any environment, and structured as well as an effective 
framework to achieve quality improvement in health institutions. The main objective of a 
QII is to achieve a change through improved performance and practices that lead to better 
quality (Joshi at al., 2014). I anticipated that by using the Kotter change model, the 
expected change would be achieved in a systematic and structured way with a sustainable 
result.  
I used Preventing Falls in Hospitals: A Toolkit for Improving Quality of Care 
(AHRQ, 2013) as a guide for evidence-based interventions. This guide establishes that a 
systematic and multidisciplinary approach is necessary to achieve a high-quality change 
(AHRQ, 2013, p. 1). To create a culture of safety, it is necessary to have the right tools, 
including the education, the communication, and establishing the importance of 
commitment, to achieve a change in practices (Coppedge, 2016). The toolkit provides a 
variety of structured tools, and it is based on six main questions that are used to direct the 
effort to implement the prevention strategies (AHRQ, 2013).  
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I selected these models to guide the QII because both models are systematic, 
structured, and oriented towards the implementation of sustainable changes. The AHRQ 
(2013) toolkit was also used because it promotes the implementation of the intentional 
hourly rounds and patient education to address knowledge gaps. Kotter’s model guided 
the implementation of the planned interventions. Both models promote teamwork and 
multidisciplinary collaboration.  
The applicability of the research results was affected by not having aligned or 
standardized definitions (Mitchell, Lavenberg, Trotta, & Umscheid, 2014). According to 
the researchers, the term patient fall can be defined and interpreted in various ways, and 
according to the context, where it occurs Another term that was also defined in several 
ways is the variations in the frequency of rounding. For the purposes of this project, the 
term patient falls and hourly rounds was defined according to the toolkit of the AHRQ 
(2013). The term patient falls is defined as “an unplanned descent to the floor with or 
without injury to the patient” (AHRQ, 2013, p. 1). The term hourly round was defined as 
“hourly visits between 6 a.m. and 10 p.m. and visits every 2 hours between 10 p.m. and 6 
a.m.” (AHRQ, 2013, p. 31). 
Relevance to Nursing Practice 
Nursing is defined by the American Nursing Association (2018) as a practice that 
involves protecting the patient and improving their health. Based on this definition, 
nursing roles and responsibilities require the ability to carry out a variety of functions that 
guarantee the quality of care and the proper functioning of these professionals. Within 
these functions and roles, patient safety is fundamental since it is what determines the 
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quality of the care offered by nurses (Hicks, 2015, p. 1). Evidence-based interventions are 
helpful to promote safer environments, improve the quality of care provided, and 
eventually reduce the incidence of falls (Florence et al., 2018, p. 5; Quigley & White, 
2013, p. 6). This doctoral project was a QII that aimed to improve the quality of the 
service provided by and increase the awareness of nurses regarding falls of inpatients 
over 65 years old in the hospital setting. 
Falls are preventable events with a high incidence and adverse results to the 
patient, the nursing discipline, and the healthcare institution (Chu, 2017; Hicks, 2015, p. 
1; Quigley & White, 2013). Given that nurses have more interaction with patients than 
other healthcare professionals and are the health workforce with the highest number in 
the hospital setting, their role in prevention is of the utmost importance (Quigley & 
White, 2013). To help reduce the incidence of falls and in order to provide safer 
environments to patients, TJC (2017) recommended having a fall prevention program for 
all hospital institutions with defined functions for each discipline. Within these programs, 
nursing professionals play a fundamental role (Quigley & White, 2013). Nurses are those 
who perform the initial and continuous assessment of patients and are the first to 
intervene when the fall has already occurred (Hicks, 2015).  
Fall prevention is a defined function for the nursing discipline; furthermore, the 
patient fall rate is considered a nursing indicator (Hicks, 2015). This phenomenon has led 
to the development of research within the discipline to try to contribute to the reduction 
of rates and improve the quality of interventions. The fact that an increase in the 
incidence of falls is expected has also led to an increase in interest in improving 
  
17 
interventions associated with falls. It is expected that by 2020 more than 4 million 
Americans over 65 years old will have a fall and that associated costs will increase at an 
equivalent total of more than $47 billion (Florence et al., 2018; Hicks, 2015; Opsahl et 
al., 2017). These data, added to other factors mentioned in the literature, have led the 
health community to look for solutions, strategies, and evidence to help solve this 
problem. According to Huang et al. (2018), the results of meta-analyses show that one 
way to reduce the incidence is through intervention programs. 
To see the current status of nursing practice in the area of research, I conducted a 
search to identify the current recommendations, standard strategies, and the practices that 
had been used previously to address this gap in practice. Quigley and White (2013) stated 
that the American Nursing Association affirms that nurses’ responsibilities are varied and 
include evaluating the risk of patients, designing and implementing care plans, and 
evaluating the effectiveness of clinical programs for the prevention of falls. Given the 
multiplicity of factors and roles in this discipline, the approaches and researches are 
many. In this project, intentional hourly rounds and patient education were the 
interventions implemented to identify their impact on the reduction of patient falls. 
I carried out a review of the literature to find research studies that supported the 
hourly rounds and the education of the patient on the prevention of falls. The databases 
used in this search included ProQuest, Nursing & Allied Health, PubMed, OVID, 
Medline, Cochrane, and CINAHL. The keywords used were patients falls, falls of elderly 
patients, fall prevention program, hourly rounds, education on falls prevention, patient 
safety, and nursing awareness. I also reviewed governmental and professional 
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organizations’ reports and research, including those of the WHO, Centers for Disease 
Control and Prevention AHRQ, CMS, Puerto Rico Department of Health, TJC, and 
National Quality Forum. The inclusion criteria for this review of the literature included 
peer-reviewed articles published between 2012 and 2018 concerning falls of inpatients 65 
years old or more, the protocol of prevention of falls, hourly rounds, and education of the 
patient. The exclusion criteria included literature concerning patients younger than 65 
years old and outside the hospital setting.  
Recently, Huang et al. (2018) completed a meta-analysis of 33 research papers 
with the aim of studying the effects of fall prevention programs on fall-related injuries. 
After a data analysis, they concluded that fall prevention programs had a small but 
significant effect in preventing fall-related injuries. In another meta-analysis carried out 
by Hill-Westmoreland, Soeken, and Spellbing (2002), the effects of fall prevention 
programs on the older adult population was also studied. Their meta-analysis included 12 
studies after applying the inclusion and exclusion criteria. After the analysis, they 
concluded that there was a 4% decrease in fall rate within the population that received 
several fall prevention interventions and that there is a need for more studies (p. 7). 
Recently, Cameron et al. (2018) conducted a systematic review with the objective of 
evaluating the effects of interventions designed to reduce the incidence of falls of the 
older adult in care centers and hospitals. They included 95 randomized controlled trials, 
and the key results indicated that although the evidence was minimal, the use of 
multifactorial interventions, like patient education, can reduce the rate of falls in a 
subacute environment (Cameron et al., 2018). Other researchers supported that 
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multifactorial interventions address the risk factors for falls and can help decrease the 
incidence of falls (Opsahl et al., 2017, p. 2; Quigley & White, 2013, p. 1).  
However, although the literature points out to a series of interventions and 
strategies aimed to reducing falls, for this doctoral project one of the interventions used 
was the hourly rounds. According to an integrative research review conducted by Hicks 
(2015), the studies showed the positive effects of rounding in decreasing patient fall rates 
(p. 6). This researcher adds that this action is an autonomous nursing intervention that 
may have other benefits such as decreasing patient anxiety and increasing the perception 
in patients about nursing care. This intervention was implemented in the “Caring around 
the clock” program at the Nottingham University Hospitals NHS Trust (Hutchings et al., 
2013). They implemented the intentional hourly rounds and the project was introduced 
across 79 wards over 14 months. Nuckol et al. (2017), conducted a research in two 
hospitals with the aim of evaluating the clinical effectiveness and incremental net cost of 
hourly rounding. These researchers found that in one of the hospitals this action was 
associated with a decline in falls. Mitchell, Lavenberg, Trotta, and Umscheid (2014), in 
their systematic review, concluded that there is also moderate-strength evidence that this 
intervention reduces patient falls and improves patient satisfaction scores (p. 471). 
Another systematic review by Toole, Meluskey, and Hall (2016) supports the fact that 
hourly rounding has shown a decrease in fall rates, even when some barriers in the 
implementation and sustaining process were found. It is important to add that at present it 
has been emphasized that the hourly rounds should be intentional and purposeful. 
Christiansen et al. (2018) indicated that when the intentional rounds are carried out, 
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nurses have the opportunity to verify that the basic needs of patient care are met. They 
concluded, through their systematic review of mixed methods for 21 studies, that after the 
introduction of intentional hourly round, six studies reported a reduction in the number of 
falls, and five other studies reported a reduction in the use of call bell uses (p 1789). 
According to Cameron et al. (2018), patient education is one of the multifactorial 
interventions that can help reduce the rate of falls. Educating the patient has always been 
pointed out as one of the main roles of the nursing discipline. Patient education about 
falls risk and causes, preventive strategies, and goal settings and reviews are a few of the 
recommendations of the TJC (2015) to reduce the risk of falls and subsequently the 
incidence. Chu (2017) adds that providing information in writing and educating patients 
and families about the prevention of falls also helps the success of preventive measures to 
reduce falls (p. 6). Prevention programs that include the patient's health education 
component can be effective and help decrease the proportion of patients who fell in the 
hospital setting (Lee et al., 2014). This data were the conclusion of a meta-analysis 
carried out with the objective of “assessing the effectiveness of patient education in 
reducing falls, promoting behavioral change and the uptake of prevention activities in 
older adults during and after hospitalization” (p. 531). For the analysis, the data of 26 
studies were used. Another systematic review with the purpose of evaluating the 
effectiveness of interventions focused on the falls of patients in acute care settings and 
evaluated the data of five randomized control trials. After the analysis, the researchers 
concluded that patient-centered interventions in conjunction with their personalized 
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education can be effective in reducing fall rates in acute care hospitals (Donna et al., 
2017, p. 3007).  
Contribution of the doctoral project to advances nursing practice 
As previously argued, the role of nursing is fundamental to decrease the rates of 
falls of inpatients over 65 years old. The roles and functions associated with this 
discipline include a wide range of tasks that have an impact on different factors, 
environments, and/or problems. Bearing in mind that future previsions indicate that the 
population of older people is increasing, the development of interventions that seek the 
reduction of risks for this population is imperative. This project was aimed to reduce the 
incidence of falls in this population through nursing interventions based on evidence. The 
interventions were supported by previous studies as interventions that can be effective 
and should help reduce the rates of falls. Recently, research supports the implementation 
of intentional hourly rounds, multifactorial interventions and patient education. Another 
way in which this project provides advanced nursing practices is that the planned 
interventions are based on evidence and seek to reduce the gap between literature and 
practice. Regarding to intentional hourly rounds, this intervention does not only reduce 
the incidence of falls, but also helps to decrease the anxiety in the patient, increase their 
satisfaction and the fundamental care needs are met (Christiansen et al., 2018; Toole et al, 
2016). According to several studies, another important factor that needs to be reinforced 
is patient education. Through education to the patient, their knowledge about falls and 
awareness of prevention strategies is increased (Lee at al., 2014).  
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This project contributes in several aspects for improving the advanced nursing 
practices and should help reduce the gap in the practice of the hourly round since these 
were intentional. However, it should be added that the literature indicated that these 
interventions are related to nursing and are cost-effective measures. These interventions 
reduce expenses associated with falls without the need to invest in expensive equipment. 
According to Nuckol et al. (2017), the savings from these simple interventions can be 
from $ 0.8 million to $ 1.9 million per year per hospital (p. 579). 
Local Background and Context 
Falls of inpatients are the most common adverse event that occur in the hospital 
setting. The literature reports that between 30% and 50% of falls result in serious injuries 
and others can cause death (TJC, 2015). The effects of falls include physical, mental, 
social and emotional damage in the patients. Falls can result in fractures, lacerations, 
subdural hematomas, excessive bleeding, reduced quality of life, loss of autonomy, 
confusion, immobilization, depression, and restrictions in daily activities, among other 
complications (Nyman, Ballinger, Phillips, & Newton, 2013; Parry et al., 2013). Another 
adverse effect that patient falls produce is that it affects the institution in which the fall 
occurred. This event represents a financial burden for hospitals, and it translates into a 
decrease in quality of care. According to Donna et al. (2017) the costs can increase by 
61% since the stay lasts an average of 12.3 more days. The cost attributable to falls in the 
US population 65 years old or older was estimated at approximately in $50 million 
(Florence et al., 2015). Although the problem of falls of inpatients is a global problem 
and has been treated under different measures, the rates are not reduced and, on the 
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contrary, it is expected to increase considerably. There are a variety of reasons that led to 
the proposal of the following doctoral project, but the aim is to help improve nursing 
interventions through the implementation of evidence-based actions such as intentional 
hourly rounds and patient education.  
The identified setting to carry out the project was a local hospital in Mayagüez, 
Puerto Rico. This hospital was categorized as a short-term acute care hospital, which is 
owned by a voluntary non-profit church. It currently has 183 certified beds with more 
than 200 nurses’ workforce, including LPN, BSN and MSN. The hospital is in a rural 
area but at less than 10 minutes from the downtown. It has been operating successfully 
for 61 years and offering its services to more than 30,000 patients annually. Some 
services offered include: Cardiovascular Department, Emergency Department, 
Orthopedic, Hemodialysis, Obstetrics, Radiology, Oncology, Nuclear Medicine and 
Imaging, Intensive Care Unit, Rehabilitation Center, Surgery and Wound Care.  
The hospital was feasible to carry out the doctoral project since it offers services 
to all types of populations at risk of falls, especially to the older adult population. The 
mission of the hospital includes providing high-quality health services and facilities to 
patients within an environment of operational excellence, through a competent staff. It 
was expected that the project resulted in a fall prevention program that generates a 
change in the protocol for managing falls prevention in the hospital. Eventually, it is 
hoped that this guide can be disseminated and implemented in other hospitals in the area, 
which offers services to the elderly population.   
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Definitions of terms 
For purposes of the proposed project, the term patient falls, and hourly round 
were defined according to the toolkit of the AHRQ (2013):    
Patient falls was defined as “an unplanned descent to the floor with or without 
injury to the patient” (p. 1).  
Hourly round was defined as “hourly visits between 6 a.m. and 10 p.m. and visits 
every 2 hours between 10 p.m. and 6 a.m.” (p. 31).  
Role of the DNP Student 
Currently I work as a professor in a large university in Puerto Rico. This role 
allows me to see more broadly the depth of the problems that may affect the patient and 
what that may represent for them, for the institutions and the repercussions that may 
cause in the quality of the service offered by nursing. My responsibility in forming and 
developing professionals includes serving as a model, demonstrating my students the 
commitment to lifelong learning and teaching and promoting practices to improve patient 
quality and safety. Therefore, my interest in this project goes beyond fulfilling a 
requirement and has a genuine interest in contributing to improving nursing practices and 
the use of evidence-based practices. As a future DNP, my responsibility is even greater, 
since high performance is expected from us such that we remain aware of the 
responsibility of the leadership role and the ability to translate research into actions 
(AACN, 2006, p. 5). 
My role in this project was as director and facilitator. Currently, the only contact I 
have with the selected institution is that it is the clinical area that I visit as a professor. 
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This has allowed me to identify the need to improve a clinical practice that is of global 
concern but that can be prevented. In addition to this, there was a selected area to perform 
the practicum. Since I do not have any contractual or economic relationship with the 
institution, I don’t have any biases.  
My interest with the project was to contribute, through the development of an 
improvement in quality, with the decrease in the incidence of falls older adult (aged 65 or 
more) inpatients. This interest arose because it is a situation that leads the patient to a 
series of complications and can even cause death. Also, we must improve our practice 
and offer services that promote the safety of the older adult, as the population is 
increasing in our community. Another reason that motivated my interest in the 
development of this project was the need to improve nursing practice, with cost-effective 
measures that promote safety and quality of services. These interventions allow a better 
contact with the patient, identify their needs, and subsequently satisfy their needs through 
nursing interventions. Nursing professionals have a series of roles that allow them to 
intervene in different ways and in different scenarios. Through the interventions, the 
nursing professionals are allowed to put into practice their roles not only as caregivers but 
also as educators, leaders, and communicators.  
Role of the Project Team  
The stakeholders (nursing director, general supervisor, shift supervisor, and team 
leader) were used during the different phases of the QII project development. According 
to the phase that was implemented or worked, and their position and function, they were 
used. In concordance with the Kotter (2018) model and the AHRC (2013) toolkit, to 
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achieve the desired sustainable change, these must work as a team by aligning and 
integrating interests. The nursing staff in contact with the patient also played a 
fundamental role since they were the ones who should perform the intentional hourly 
rounds and patient education. 
Summary 
In this section the different reasons why the Kotter (2018) model and the AHRQ 
(2013) toolkit were selected to guide the proposed project were discussed. Also discussed 
was the contribution to the nursing practice and evidence from the literature that supports 
the interventions. Additionally, concepts of falls and hourly rounds were defined since 
they are relevant to the project and have a series of definitions in the literature. Finally, 
the role of the DNP student and the project team were discussed. In the section that 
follows, Section 3, I discussed the processes that was used for the collection and analysis 
of data to address the practice-focus question. 
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Section 3: Collection and Analysis of Evidence 
Introduction 
Falls in the hospital settings are considered one of the most frequent, healthcare-
related adverse events. Because nurses are fundamental in the care of patients and falls 
affect the quality of care offered (Quigley, 2015b), the objective of this DNP project was 
a QII. I expected this QII to improve the practices related to the prevention of falls in the 
selected institution. Moreover, the objective was to increase the awareness of the nursing 
staff through education on methods to promote a safe environment for the patient. In this 
section, I describe the design, the procedure to achieve the QII, and how the data analysis 
was performed. 
Practice-Focused Question 
The fall of inpatients can cause fatal complications, increase medical costs, and 
prolong the length of hospital stays (Chu, 2017; Hicks, 2015; Quigley & White, 2013). 
Although inpatients falling is a global problem and has been treated with different 
measures, the rates have not reduced and, on the contrary, it is expected that this will 
increase considerably (Florence et al., 2018; Hicks, 2015; Opsahl et al., 2017). These 
issues led to this doctoral project and the formulation of the following practice-focused 
question:   
Can an evidence-based intervention program reduce falls in the inpatient 
population?  
I developed this QII with a goal of identifying the factors that contribute to the 
incidence of falls; improving health practices through evidence-based interventions; and 
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eventually helping reduce the falls of inpatients, especially the older adult population. My 
aim was to help improve nursing interventions through the implementation of evidence-
based actions, such as intentional hourly rounds (see Hicks, 2015; Hutchings et al., 2013; 
Nuckols et al., 2017) and patient education (see Cameron et al., 2018; Chu, 2017; Lee et 
al., 2014).  
Sources of Evidence 
This DNP project was a QII with the objective of improving the practices related 
to the prevention in the selected institution. The main aim was to increase the awareness 
of the nursing staff of a safer patient environment and to include the patient through 
constant education. Through the use of evidence-based interventions, safer environments 
are promoted, and inpatient falls are prevented (Florence et al., 2018, p. 5; Quigley & 
White, 2013, p. 6). I used Preventing Falls in Hospitals: A Toolkit for Improving Quality 
of Care (AHRQ, 2013) to provide evidence-based interventions that should be 
sustainable (p. 2). Programs that promote evidence-based interventions have shown a 
decrease in the incidence of falls (Huang et al., 2018, p. 176). As a framework, the 
Kotter’s model of change (i.e., eight steps to accelerate change; see Figure 1) was used to 
guide the implementation of the all interventions.  
The first step I took to obtain sources of evidence for the project was to assess 
information about the effectiveness of current interventions through the examination, 
analysis, and synthesis of data related to the prevalence of falls. According to the AHRQ 
(2013), it is fundamental to know what the current fall prevention practices are to then 
promote the proposed change (p. 23). The data obtained from the prevalence of falls from 
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1 month before the start of the project was compared to 1 month after the implementation 
of evidence-based interventions and were used as an indicator of project effectiveness. 
Kotter (2018) added that becoming more effective or efficient is a fundamental goal of 
the process of change. In the change model, Kotter proposed that through the 
identification of opportunities, urgency can be mobilized to initiate a change. Identifying 
the factors that affect the fall prevention practices is an effective way to create urgency. 
Creating a sense of urgency is a strategy used by the AHRQ Toolkit and is the root as 
well as the first step proposed by Kotter in the model for change.  
The data were originally collected by the healthcare organization under study 
each month by the Quality Management Department. The incidence of monthly falls is 
used as an indicator of quality. With the data obtained monthly, they generate quarterly 
reports that are discussed with the nursing and administration leaders. The data for the 
project were provided by the director of quality improvement.  
The next source of evidence for the project was screening the existing knowledge 
of the nursing staff about the universal measures of falls prevention. I used The Fall 
Knowledge Test (Tool 2E) of Preventing Falls in Hospitals: A Toolkit for Improving 
Quality of Care (AHRQ, 2013), prepared for Agency for Healthcare Research and 
Quality (AHRQ) for this. Liu, Shen, and Xiao (2012) added that improvements in nurses’ 
knowledge about fall prevention can prevent falls of hospitalized older adult people. The 
evaluation of nursing staff knowledge was critical to address knowledge gaps through 
education and allowed me to assess the barriers that impede the changes that need to be 
addressed (see AHRQ, 2013).  
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Participants 
The participants in this project were the nurses of the unit identified to implement 
the evidence-based QII program. According to AHRQ (2013), the change should initially 
be implemented in those units where the number of falls is greater and then spread to 
other areas. Kotter (2018) stated that short-term goals give little room for failure and 
gradually lead to a long-term goal. The participants included nurses who worked in 
several shifts, with a wide range of experience and educational background. Within this 
group, I recruited 24 participants for this project. According to Kotter, the success results 
in a sustainable change in the organizational culture. 
Procedures 
The education was initiated after I analyzed the hospital falls’ statistics and 
identified the nurses’ areas of deficiency. These educations included how to properly 
conduct the intentional hourly rounds, what factors contribute to the falls of patients in 
general and in the selected institutions, and what was the need education to patients. 
Evidence-based nursing interventions, such as intentional hourly rounds, help reduce the 
incidence of elderly inpatient falls (Hicks, 2015; Hutchings et al., 2013; Nuckols et al., 
2017). Patient education is another nursing intervention that researchers have suggested 
helps reduce the incidence of falls (Cameron et al. 2018; Chu, 2017: Lee et al., 2013). 
The nurses’ supervisor taught them how to document the hourly round in the electronic 
medical records (see Appendix A).  
Once I identified the needs, barriers, and/or gaps and addressed them through the 
educational process, the intentional hourly rounds were implemented (i.e., the 
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intervention based on evidence). This intervention was intentional because it included 
actions, such as assessing the patient’s level of pain, providing analgesics if necessary, 
offering help (e.g., going to the bathroom, hydration or nutrition, among others), 
positioning the patient, ensuring that the essential needs of patients are within easy reach, 
and asking them to use the call light for help (AHRQ, 2013). To sustain actions that allow 
the interventions to be intentional, I provided an ID card (see Figure 1) all the staff and 
placed one at every computer. A wall with fall prevention information was also prepared 
(see Appendix B) as was a poster, which was placed in strategic places where nurses and 
the patient could see it (see Appendix C).  
 
 
 
                             
(a)                                                                                                         (b) 
Figure 1. ID card: (a) front and (b) back. 
Another measure implemented as part of the QII was to reinforce patient 
education regarding their knowledge of fall prevention measures and the importance of 
asking for help from the nursing staff. Fall prevention programs that influence patient 
FALL PREVENTION 
Assess patient pain levels  
Medication 
Toileting assistance 
Correct footwear  
Bed is in locked 
Bed in low position /repositioned 
comfortable. 
Call light/call bell button 
Personal belonging within reach 
Bedside table next to the bed  
Prior to leaving the room, ask? 
  
32 
education are effective and help reduce falls (Lee et al., 2014). The education provided to 
the patient/caregiver as part of the QII oriented them in each round on the universal 
security measures (i.e., use of call light or how to keep a safe environment). A sticker in 
Spanish was designed to reinforce this intervention and was placed in an area near the 
patients and their caregivers that was easy to see (see Appendix D). An informative paper 
with information related to falls was also created as part of the QII (see Appendix E).  
During the development of the project, I first reported all findings and 
recommendations to the organization’s leaders and interested parties (i.e., the director of 
nursing, quality management director, and nurse manager of the unit). According to 
AHRQ (2013) and Kotter (2018), it was necessary that these parties receive information, 
so they could support the needed change. Kotter stated that it is necessary to have a 
varied team of influential people or leaders who really want the change to be made. The 
AHRQ, for its part, added that changing processes or routine procedures can be a 
significant challenge; therefore, it is necessary to train a diverse support team that 
includes people who understand fall prevention from multiple perspectives and who can 
integrate hands-on knowledge and their expertise into the prevention efforts. A second 
education related to the benefits of the hourly round was provided to the staff before the 
project was finally implemented (see Appendix F).  
After the implementation of the evidence-based QII program, I administered the 
Fall Knowledge Test (Tool 2E) again to evaluate the effectiveness of the educational 
process and identify which deficiencies or gaps still needed to be addressed. Then, the 
number of falls was compared and analyzed to answer whether the interventions 
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implemented addressed the practice-centered question. Once the project was ended, final 
recommendations were developed to improve the effectiveness of the QII and presented 
to the nurses’ leaders.  
Figure 2 shows how the conceptual framework used (i.e., Kotter’s change model) 
and planned interventions were merged. Strategic planning leads to a successful, 
organized, and structured program (Johi et al., 2014).  
 
 
 
 
 
Figure 2. Framework and programmed interventions. 
Protections  
To protect the well-being of the participants, I first obtained approval from the 
project facility and Walden University Institutional Review Board (IRB) approval 
number 08-28-19-0736651. In the project, I provided protection to human subjects and 
did not include interventions that generated potential ethical problems. The project did 
not cause damage but maximized the benefits for the participants. The right to self-
determination was always respected, which establishes that participants were treated as 
autonomous agents, made their own decisions, and were able to control their actions. 
Participants were allowed to ask questions, refuse to give information, and withdraw 
from the study at any time. I treated subjects who declined to participate in the study 
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fairly and equally. Although the project required data and the implementation of 
interventions, the privacy of the participants was continuously maintained. I maintained 
confidentiality and did not use identifiers during data collection because the 
questionnaires were answered anonymously. Participant information was kept secure and 
access was restricted to only me as the researcher.  
The data offered to the interested parties were only those relevant to results (e.g., 
when carrying out the screening of knowledge of the nursing staff). Once the project was 
finished, I filed the data in a sealed box that will remain in my custody for 1 year and 
then be destroyed to protect the subjects involved in the project. 
Analysis and Synthesis 
 I compared the prevalence of falls from 1 month before the start of the project to 1 
month after the implementation of the evidence-based interventions. Based on the data 
obtained, the effectiveness of the interventions was analyzed and compared with the 
findings of other studies in which the same actions were carried out. To analyze the 
knowledge of the nursing staff in relation to universal fall prevention measures, I used the 
Fall Knowledge Test (Tool 2E) of Fall Prevention in Hospitals: A Toolkit to Improve the 
Quality of Care (AHRQ, 2013). For the analysis of the resulting data from this 
instrument, Microsoft Excel and the updated version of Statistical Program for Social 
Sciences (SPSS) were used. I displayed the findings through tabulations, graphs, 
percentages, rates, and a written analysis. Finally, I also evaluated the teaching evaluation 
tool to identify trends and patterns in nursing practice. The findings were explained and 
compared with the results of previously conducted studies on the topic in the literature.  
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Summary 
The falls of older adult patients in the hospital environment have increased despite 
the development of several measures and the use of assessment tools. This problem 
generates a series of difficulties that affect the patient, the nurses, the institution, and 
even the quality of the health services. Through the development of this QII project, I 
expected to reduce the incidence of falls and increase the awareness of nurses and 
patients. I also expected to achieve the planned goal through the programmed evidence-
based interventions. 
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Section 4: Findings and Recommendations 
Introduction 
Falls in hospital settings are considered one of the most frequent, preventable, 
healthcare-related adverse events. The problem of falls can cause complications for 
inpatients, increase their medical costs, and prolong their stay in the hospital (Donna et 
al., 2017). The incidences of falls are more frequent in the population aged 65 years old 
and older, and the medical costs attributable to fatal and nonfatal falls were estimated at 
approximately $50 billion (Florence et al., 2018). Moreover, it was expected that by 2020 
more than 4 million Americans aged over 65 years old will have a fall and that medical 
costs will increase (Florence et al., 2018; Hicks, 2015; Opsahl et al., 2017).  
In Puerto Rico, 21% of falls in a hospital occurred to individuals aged 65 years 
old or older (Pascual-Marrero et al., 2018) and are one of the most common causes of 
traumatic brain injury in this population (Fernández-Abinader et al., 2017). Currently in 
Puerto Rico, the statistics show a natural negative growth and an increase in the older 
adult population (Department of Health, 2016; Perreira et al., 2017); therefore, there is 
urgency to study the needs of this population and develop measures that guarantee safer 
environments with profitable interventions. According to Perreira et al. (2017), it is 
necessary to increase investments in prevention programs directed to provide safer 
environments to the older adult population. Given that it is anticipated that the population 
of older people is increasing, the development of interventions that seek to reduce risks 
for this population is imperative. 
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Although different alternatives, approaches, and programs have been developed to 
reduce falls, the incidence of them has not been reduced. There is need for a greater focus 
on falls by nursing staff and an improvement in surveillance systems to prevent and/or 
reduce falls in the hospital environment (Quigley, 2015a). As healthcare professionals, 
the nursing staff must function as leaders, play a key role in the healthcare scenario, and 
pursue actions to provide quality care to the patient. Moreover, nurses are key elements in 
the prevention and management of injuries related to falls (Garrard et al., 2016; Hicks, 
2015; Quigley, 2015b).  
For this QII project the focus question was: Can an evidence-based interventions 
program reduce falls in the inpatient population? The objective of this DNP project was 
to improve the practices related to the fall prevention in the selected institution. The main 
aim was to increase the awareness of the nursing staff of a safer environment and include 
the patient through constant education. The adoptions of evidence-based interventions are 
helpful and invaluable to promote safer environments, to improve the quality of care 
provided through the nursing staff, and eventually reduce the incidence (Florence et al., 
2018, p.5; Quigley & White, 2013, p. 6). For the purposes of this project, the evidence-
based interventions that were implemented were the intentional hourly rounds and 
constant patient education. The hourly rounds are an intervention that helps reduce the 
incidence of falls (Hicks, 2015, Hutchings et al., 2013, Nuckols et al., 2017). According 
to Lee et al. (2014), fall prevention programs that influence patient education are 
effective and help reduce falls.  
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Findings and Implications  
Findings 
The project practice setting was a short-term, acute care hospital with 183 
certified beds. Before the implementation, the statistics of falls was analyzed and was 
found that the major incidents of falls were reported in the medical surgical unit 
compared with other units in the hospital. The fall report showed that, as of August 2019, 
43 falls were reported, of which 27.9% (n = 12) occurred in the medical surgical unit. Of 
the total reported falls, 37.2% (n = 16) of patients had minor or moderate damage. When 
comparing this finding with those in the literature, I found that TJC (2015) previously 
stated that approximately 30%–50% of these patients suffer serious damage. Other 
interesting findings were that 69.7% (n = 30) of those patients who fell were over 61 
years old and 37.2% (n = 16) were male. These findings aligned with global trends that 
established that the majority of falls occur with patients over 65 years of age (see 
Florence et al., 2018; Pascual-Marrero et al., 2018).  
In the medical surgical unit in the month of August, there were four falls, which 
represented 33% of the total falls (n = 12) in the hospital for this month. Table 1 shows 
the number of falls per month in the unit and the rate. 
Table 1 
Falls Report During 2019  
Month Number of falls  Rate 
January 2 2.89 
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An interesting fact observed through the analysis of the statistics is that after an 
increase in the incidence, the number was reduced but eventually increased (see Figure 
3). This result supported the lack of an intervention to maintain continuity and the need to 
generate a sustainable change. This finding also supports the argument presented in 
previous research studies that there is a need for multifactorial interventions to address 
the problem of the falls (see Cameron et al.,2018; Hill-Westmoreland et al., 2002; Opsahl 
et al., 2017; Quigley & White, 2013).  
February 2 3.29 
March 1 1.30 
April 1 1.47 
May 0 0.00 
June 1 1.62 
July 1 1.80 
August 4 6.78 
September 1 1.48 
October 1 1.28 
November 0 0.00 
December 0 0.00 
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Figure 3. Number of falls and rate. 
I presented the statistical analysis to the nursing leaders and other department 
leaders with the purpose of creating a sense of urgency, following the Kotter model. 
According to AHRQ (2013,) it is necessary to create a sense of urgency since the 
implementation of quality improvements require the support of leaders and stakeholders. 
I also presented the QII, which was its purpose and the evidence that supported the 
interventions. After the presentation, the director of quality management and the 
supervisor of the selected unit voluntarily joined the project as stakeholders to contribute 
to the implementation of the QII. According to Kotter (2018), after creating a sense of 
urgency, coalitions must be created to form a collaborative and proactive teamwork.  
The next step was to evaluate the practices related to the prevention of falls in the 
unit through the revision of the protocol. I discovered that patients received written 
education upon admission and that they received ongoing education according to the 
2 2
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level of risk in which it was classified (see Appendix A). I also identified that although 
there was an hourly round in high-risk patients, the action was documented in each shift 
and not after the hourly round.  
I then evaluated the knowledge of the staff on the universal measures of fall 
prevention through the administration of the questionnaire. The unit consisted of 29 
nurses, and of these, 83% (n = 24) answered the preintervention questionnaire. Through 
the analysis of the questionnaire, I found that the participants had a knowledge of 
universal practices; however, most did not recognize that providing a safe environment 
for the patient is essential to reduce falls. These findings were evidenced by their answers 
to Question Number 2 and Number 4 of the questionnaire, in which only 13% (n = 3) and 
38% (n = 9), respectively, recognized that providing a safe environment reduces falls. 
Another interesting finding was that the participants did not recognize that attending to 
the patient’s toileting needs would lessen the risk of falling (i.e., 0% correct in Question 
Number 1). The analysis of the questionnaire helped me to reinforce and improve the 
education that would be offered to the staff before the implementation of the intentional 
hourly rounds and patient education. There was not a control group in this project 
because all the nursing staff received the educational material, even when it was their 
decision to answer or not answer the questionnaire. 
The education about the QII was offered in the unit to the nurse staff at different 
times and by group, and the ID card was given to all the staff to reinforce what the 
intentional hourly rounds implied. The same card was placed on all the computer screens 
in the nurse station to reinforce the intervention of documenting these. I recorded the 
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education provided in PDF format and saved it on the desktop of one of the computers in 
the nursing station, with the intention that the staff had access to it at any time. The unit 
supervisor was responsible to ensure that all unit staff received the education and the ID 
Card. After this action, the unit supervisor directed the staff on the correct way to how to 
document the intentional hourly round, every hour from 6 a.m. to 10 p.m. and at night 
every 2 hours (i.e., 10 p.m. to 6 a.m.). During the weeks following the implementation of 
the evidence-based intervention, weekly monitoring occurred, and I obtained feedback 
from the supervisor about the implementation process. In a final meeting with the 
supervisor, final recommendations and information about the process of implementing 
the intentional hourly rounds and patient education were obtained. 
 Other strategies that were used to reinforce the interventions were the creation of 
informative posters and the placement of information concerning falls and preventive 
measures on a wall near the nursing station. Strategically, this information could also be 
seen by patients and family members. Handouts were also included for patient education 
with information on preventive measures. Providing information in writing and educating 
patients and families about the prevention of falls helps the success of preventive 
measures to reduce falls (Chu, 2017, p. 6). To reinforce the education offered to the 
patient by the staff, I created a sticker to place in an area that it is easy for the patient to 
see. The sticker reinforces the idea of calling the nursing staff for help. According to the 
report offered by the unit nurse manager, the vast majority of the staff documented the 
intentional hourly round, including the actions of educating the patients. 
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In the change model, Kotter (2018) stated that during the change process, the 
employee must be empowered. Based on this and prior to obtaining December statistics, 
education was provided to the nursing staff. I offered the second education orally and in 
writing to a limited group, and only in writing to another group in the unit. The AHRQ 
Tool 2E questionnaire was also applied again. The number of questionnaires answered 
postimplementation was 15, which was 52% of those that completed the 
preimplementation questionnaire.  
The findings from the questionnaires pre- and postimplementation showed that 
the nurses’ awareness of fall prevention strategies increased. Compared to the previous 
analysis, now 53% (n = 8) of nurses recognized that meeting patient’s toileting needs 
decreases the risk for falls versus the preimplementation result of 0% recognizing this 
action. In addition, 87% (n = 13) postimplementation versus 13% (n = 3) 
preimplementation recognized that a safe environment helps reduce risk. The assessment 
of the environment was one of the interventions of the intentional hourly rounds.  
The project implementation began in September; therefore, the statistics obtained 
to compare the effectiveness of evidence-based interventions were from December. The 
report provided by quality management indicated a decrease in falls with zero falls 
reported in the months of November (see Table 1) and December (see Figure 3). Prior to 
implementation in August, four falls had been reported, representing a rate of 6.78. 
However, after the implementation of the intentional hourly rounds, which included 
educating the patient, only one fall was reported in the months of September and October 
and zero in the following 2 months (i.e., November and December; see Figure 4). I 
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presented the results of the implementation of the QII and the strategies used to the 
nursing leaders and other areas related to patient quality.  
 
Figure 4. Pre- and postimplementation fall incidences and rates. 
Unanticipated Limitations  
 The unintended limitation for the project was that the institution made changes in 
its administration, so the participation of the unit manager in the last education was 
limited. In addition, the number of personnel in the unit that answered the questionnaire 
was less since the census decreased in the institution and staff from other units were 
located in the medical-surgical unit. Although all the staff including the other units’ staff 
received the education, they did not answer the questionnaire offered.  
Implications 
The decrease in the incidence of falls reinforces the effectiveness of intentional 
hourly rounds and patient education. The findings reinforce that a change in staff 
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awareness was achieved by attending the specific needs of the patients and the 
documentation of the actions every hour. Although the adult learning theory was not used 
in the conceptual framework, it establishes that adults learn differently, thus using 
different approaches can encourage learning (AHRQ, 2013). Also, the decrease in the 
number of falls reported gave support to the argument that nurses have a key role in the 
fall prevention programs (Garrard et al., 2016; Hicks, 2015; Quigley, 2015b; Quigley & 
White, 2013). 
The findings of this quality initiative can benefit the community since a safe and 
quality environment was promoted. In addition, the intentional hourly round provides 
other benefits to the patients and improves patient satisfaction scores. The evidence-based 
interventions used helped reduce the costs associated with falls and decreased the 
incidence of injuries due to falls.  
The results of this project may influence nursing administrators and other leaders 
in the hospital to increase the application of fall prevention policies and others QII. 
Having leaders as part of the teamwork facilitated the implementation of evidence-based 
practice and communication with direct care staff. According to Kotter (2018), it is 
important to sustain the momentum to generate a culture of change.  
Implications to positive social changes  
The findings of this project promote a positive social change since the falls were 
reduced through the implementation of evidence-based interventions. The use of 
evidence-based interventions and advanced knowledge positively impacts society and 
produces change that reduces the incidence of falls. A positive social change is achieved 
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through actions that improve human conditions such as providing safe environments and 
quality care to the patient. The findings suggested that it was possible to sustain the 
proposed change and generate a culture of change. 
Recommendations 
The results of this project support that the use of intentional hourly rounds and 
patient education have a significant impact on decreasing the incidence of patient falls. It 
was evident that the use of several measures together helps to reduce the incidence of 
falls. Also, it has been shown that the reinforcement of verbal and written information is 
an effective measure in fall prevention programs. Another recommendation is that having 
the support of the leaders and organized approaches, to meet the patient’s needs, is 
fundamental for the success of any QII.  
The adoption of new practices takes time as the staff adopts the changes and 
understands how new interventions improve patient outcomes. The education to the staff 
about fall prevention measures and proper management once the patient falls should be 
strengthened as equal with the importance of the documentation of prevention measures. 
Future hourly rounding projects should be implemented focused in supporting the use of 
intentional hourly rounds, as a daily practice with the identified high-risk population.     
Contribution of the Doctoral Project Team 
The project team was formed by the director of nursing, the director of quality 
management, the nursing staff of the medical-surgical unit and the nurses’ manager of the 
unit. The director of nursing was a key piece since with her support the initiative was 
presented to the nursing leaders and they were motivated to be participants in this. The 
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nursing staff of the unit was fundamental since they were responsible for carrying out the 
intentional hourly rounds and educating the patient about the fall prevention measures. 
The unit’s nurse manager was responsible for the nursing team to participate in the 
different implementation strategies throughout the project. Her leadership capacity and 
active participation in the QII was a key element in the reduction of falls since she 
followed the intentional hourly round and the education provided to the patient were 
documented in the clinical record. The participation of the director of quality 
management was very helpful since it was she who provided the statistics of falls and the 
analysis of the these. Additionally, she provided other tools that were used to design the 
education provided to the staff. The support of the team was exceptional, and it was part 
of the success of implementation, as they were engaged in the QII  
At the end of the project, there was no established plan to extend this. However, it 
can be extended further, with the implementation of intentional rounds per hour in other 
units of the institution and a change in the fall risk protocol. 
Strengths and Limitations of the Project 
The strength of this project was that the interventions implemented were 
profitable without any investment of money. Another strength was the active 
collaboration of stakeholders during the implementation of the project. The use of 
different strategies to empower and involve nursing staff could be considered a strength. 
The adoption of the intentional hourly round as a daily practice in the unit reinforces its 
commitment to provide high-quality care to patients. Finally, the use of the AHRQ 
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(2013) guide and the Kotter (2018) model, allowed for a structured and organized 
implementation. 
There were several limitations to this project. First, the project included only the 
medical-surgical unit and may have not reflected the practice of other units. The barriers 
identified for this unit may not be generalizable to other units in the hospital because 
nursing workflows and patient populations differ in each unit. Another limitation was the 
short period of time. Three months are short to evaluate a change in the workflow of 
nursing or the cultural adoption of the intervention for sustainability. An additional 
limitation is that the questionnaire was used only to reinforce education about the 
intentional time round and the universal fall prevention measure. The questionnaire could 
have been used as an indicator of the effectiveness of education and to establish a direct 
correlation between nursing knowledge and its attachment to evidence-based 
interventions.  
Summary  
In this section I provided the results of the data before and after the test to the 
questionnaire offered and the data of the analysis of the statistics of falls. Additionally, 
the implication of the results was evaluated, and the limitations and strengths of the 
project were established. The contribution of the team members and the 
recommendations according to the findings and the result were also established. In the 
following section, plan for disseminating the project was presented and an analysis of 
self.    
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Section 5: The Dissemination Plan 
In Essential III of their Essentials of Doctorate Education, the AACN (2016) 
stated that “scholarship and research are the hallmark of a doctoral education” (pp. 11). 
Therefore, the key activities of DNP graduates involve the translation of research into 
practice and the dissemination of new knowledge. Through the implementation of 
evidence-based interventions, the creation of policies, and educating nurses of best 
practices, DNP nurses positively impact the healthcare system and the health of the 
population (Trautman, Idzik, Hammersla, & Rosseter, 2018). Bearing this in mind, my 
plan to disseminate this project is encompassing.  
The dissemination plan for this project involved sharing recommendations in 
written and oral format with the administrators and the leaders of the hospital. The 
recommendations will include the dissemination of this project to other units in the 
hospital and the revisions of the Fall Prevention Protocol. I also expected to disseminate 
the project to other local hospitals for the benefits of older adult patients through oral 
presentations to nurses’ leaders. My plan to make the project available to the general 
public will be carried out through written publications in selected journals and 
conferences of professional organizations. As an active member of the research 
committee of the Epsilon Lambda chapter of the Sigma Theta Tau International, I hope to 
present the project in the next Research Day to other members. Another plan is the 
development of continuum educations regarding fall prevention, the intentional hourly 
rounds, and the education to patients.  
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Analysis of Self 
Implementing this project allowed me to grow as a doctorate student and 
successfully achieve the learning outcomes of the program. Through the implementation 
of the intentional hourly rounds and patient education, it was possible to translate 
research findings to direct evidence-based nursing practice. It was even possible to 
implement an organizational change through the QII in the institution. The development 
of the project also helped me to improve my leadership capacity. This project allowed me 
to work collaboratively with an interdisciplinary team focused on providing a safer 
environment for patients and improving nursing practices. I believe that the objective of 
reducing falls in the hospital scenario greatly contributes to improving older adult 
population health outcomes. 
My experience of implementing this project was enriching and allowed me to 
understand the importance of perseverance, organization, and assertive communication. 
In addition, I learned that considering the barriers to be faced and the needs of the target 
population beforehand help determine measurable and attainable goals. I even gained an 
understanding of planning and implementation guided by models or theories result in 
successful and structured projects that generate changes. I believe that my goal to achieve 
the acquisition of solid bases has led me to contribute to a positive social change through 
the promotion of safe practices and an increase in nursing awareness. 
As a lifelong learner, the project makes me reflect on how important it is to stay 
updated and the need to promote this competence in colleagues. As a nurse, my goal has 
always been to provide quality care to the patient that is focused on their particular needs 
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as well as an environment that promotes patient safety. Additionally, the Essentials of 
Doctoral Education by the AACN (2006) lay out the expectation that doctorate nurses 
must be able to integrate research and critical thinking into the design, delivery, and 
evaluation of evidence-based care to improve patients; outcomes ( p. 17). Through this 
QII project, both my personal objectives and those expected by the AACN were met 
because implementing the intentional hourly rounds achieves a series of benefits beyond 
the prevention of falls. In the nursing profession, the use of tools, such as evidence-based 
practice, allows viable solutions to the problems to be identified.  
Undertaking and completing the project was a path full of personal and 
professional satisfaction; however, it was not an easy task during the development of the 
project, situations, such as a Category 5 hurricane, a new professional role of greater 
importance, and various earthquakes, impacted my progress. All the factors together 
allowed me to externalize my resilience and stand firm in my intention to grow as a 
professional, be a change agent, and promote a positive social change. 
Summary 
The results of this project show that programs with evidence-based interventions 
employing multiple, but structured approaches focused on sustaining change can help 
reduce the incidence of falls. The effectiveness of the intentional hourly rounds is an 
accurate way to reduce the falls of older patients admitted to hospital institutions. This 
project also gives weight to the statement that nurses have a fundamental role in 
preventing falls and promoting safe environments. The reduction in the incidence of falls 
in the unit demonstrates that proactive approaches, such as the intentional hourly rounds, 
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are of benefit to the patient and the institution. Through the implementation of actions 
that promote patient quality and safety, I obtained project results that helped provide 
high-quality and cost-effective care. The intentional hourly rounds must be integrated 
into the daily practice of hospital institutions that provide care for patients considered at 
high risk and the older adult population. In conclusion, evidence-based interventions help 
reduce the incidence of inpatient falls. 
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Appendix A: Fall Risk Intervention/Education  
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Appendix B: Prepared Wall  
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Appendix C: Poster 
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Appendix D: Sticker  
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Appendix E: Patients/Family Handout  
 
 
Translation:  
 
Did you know that falls increase your hospital stay and that they can be avoided.  
How can you help prevent a fall?  
• Use the bell if you need help.  
• Keep the bed with raised rails.  
• Wear non-slip socks or non-slip shoes.  
• Keep your belongings at your fingertips.  
• Before getting out of bed, sit down first. 
Follow instructions 
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Appendix F: Second Education  
 
 
